environment policies, practices and decisions with healthpromotion objectives requires collaboration across sectors. 15 Intersectoral collaboration between public health and community planners on the built environment is a relatively new phenomenon. In Canada, a substantial level of intersectoral work has been initiated in Ontario over the last decade in response to two provincial policies: the 2005 Provincial Policy Statement, which provides direction on matters of provincial interest related to land use planning and development, including a number of policies connected with the creation of healthy, livable and/or active communities; and the 2008 Ontario Public Health Standards, guidelines for the programs and services that are mandated for public health by the Ontario Ministry of Health and Long-term Care; these include built environment work under both the Chronic Diseases and Injuries Program Standards and the Environmental Health Program Standards. 16 A 2011 descriptive case study documents the strategies employed by 10 of the 36 public health authorities in Ontario to bring health considerations related to physical activity, injury prevention, healthy eating, air quality, water quality and climate change into the land use and transportation planning processes in their communities. While this report makes no attempt to assess the effectiveness of these strategies, the policies and practices documented suggest that public health is effectively forging relationships with its planning counterparts, engaging in the land use and transportation planning processes, and bringing health considerations into the policies and plans in those communities. 16 In New South Wales, Australia, where the health sector has been engaging in land use planning processes with the goal of creating urban environments that are more sustainable and equitable, researchers conducted a post-implementation study to evaluate the effectiveness of this approach. An audit was conducted of all correspondence between Sydney South West Area Health Services and local government and other organizations between 2005 and 2010 on issues related to land use planning documents. The researchers found that 75% of the recommendations offered by the health authority during this period were included in 77% of the revised land use planning documents, suggesting that the health sector can effectively influence land use planning processes. 17 In British Columbia (BC), public health leadership and stewardship are provided mainly by the Ministry of Health, by a provincial health authority and by five regional health authorities. In 2013, an additional health authority was established, namely the First Nations Health Authority, which runs the delivery of First Nations health programs and services. The five regional health authorities report to the Ministry of Health and are independent of local governments. Their mandate spans public health, home health and acute care, which is their primary focus.
On a parallel track, BC municipalities and regional districts have a significant degree of autonomy in making land use and transportation decisions, as well as negotiating and approving land development applications in their jurisdiction. Key legislation for regional local governments is the provincial Local Government Act and, in the case of the City of Vancouver, the Vancouver Charter.
In BC, as elsewhere, the health sector has had only sporadic involvement in land use and transportation planning for issues beyond sewer, air and water. This began to change in 2005 in BC with the resurgence of the Healthy Communities approach 18 and the publication of a Ministry of Health framework describing the core public health functions for the province. This document recognized that "the physical and social structures of our communities and neighbourhoods affect our health in many ways, and public health needs to be involved in the creation of healthy neighbourhoods." It also called for public health officials to provide input into land use and environmental planning. 19 Momentum for healthy built environments continued to grow. The Provincial Health Services Authority published a webpage and resources on the topic of "health and planning" 20 and, in 2008, helped to establish the BC Healthy Built Environment Alliance to foster intersectoral networks, and coordination of knowledge exchange and key activities around health and the built environment. 21 In 2009, representatives of all five regional health authorities received training by the Provincial Health Services Authority on the fundamentals of community planning. 11, 22 Some health authorities started to consider how they might mobilize their staff to influence land use and transportation planning decisions. The following key questions arose: "How can BC health authorities most effectively mobilize their staff to influence land use and transportation planning decisions? How can they help create environments that encourage healthy living through their involvement in community planning processes? How can health authorities collaborate to adopt a consistent approach to their healthy built environment work and recommendations?"
In the summer of 2009, the opportunity arose for Fraser Health, Island Health (formerly Vancouver Island Health Authority) and Vancouver Coastal Health to join forces with the Urban Public Health Network, three urban health authorities in Quebec and Ontario, and several national NGOs to apply for a Coalitions Linking Action and Science for Prevention (CLASP) grant offered by the Canadian Partnership Against Cancer to launch the Healthy Canada by Design CLASP Initiative. 23 This was seen as an opportunity to accelerate the health authorities' progress in defining and formalizing their role in shaping the built environment, and to develop networks for knowledge exchange and coordination across health authorities.
The successful CLASP funding application marked the beginning of the Healthy Canada by Design CLASP Initiative described in an accompanying paper in this volume. In addition to providing funding for a capacity-building project at the local level in BC, participation in CLASP gave health authorities access to the following: 1) A national backdrop for built environment work; 2) Learning and knowledge exchange opportunities with likeminded health bodies in other provinces; and 3) Networking prospects with researchers, policy-makers and practitioners from across Canada to advance the field locally in British Columbia. This paper describes the capacity-building project that was developed and delivered in BC under the Healthy Canada by Design CLASP Initiative. The long-term goal of the Initiative was CANADIAN JOURNAL OF PUBLIC HEALTH • SUPPLEMENT 1 (2015) eS41
to create a) a built environment policy environment that fully integrates population health goals; and b) a health policy environment that fully integrates built environment considerations, in order to reduce risk factors for chronic disease and to improve population health.
There were three desired outcomes of the Healthy Canada by Design CLASP project in BC: 1) Increased capacity of the three health authorities to productively participate in land use and transportation planning processes; 2) New and sustained relationships or collaborations among the three health authorities, as well as among the three health authorities, local governments and other built environment stakeholders; and 3) Indication of health authority influence and/or application of health evidence and tools in land use and transportation plans and policies.
PARTICIPANTS Target population
This project was designed to enhance the capacity of three regional health authorities, namely Fraser Health, Island Health and Vancouver Coastal Health, and their staff. These were considered the project's participants (11 staff members who were directly involved in this project and were invited to participate in the project's evaluation surveys). Fraser Health and Vancouver Coastal Health had a total of four staff each who participated for the entire duration of the project. Four of these were medical health officers, one was an Environmental Health Officer, and three were population health staff at the coordinator and manager levels.
Vancouver Island Health Authority had one staff member who participated for the entire duration of the project (a Medical Health Officer). Additionally, two population health staff at the coordinator level participated for half of the project each, because of staffing transitions.
The three health authorities collaborated with local government staff from the communities in which the projects unfolded (n=14 planners in total across the three health authorities) and/or with planners from local transportation authorities (n=1), university academics (n=2), a provincial government official (n=1) and a provincial health authority official (n=1). These were considered project collaborators and totaled 19 individuals from 14 different organizations.
Project collaborators were involved in a variety of ways. Planners, for example, identified specific land use or transportation planning processes that could benefit from health authorities' input; made suggestions of how health professionals could be most productively involved; helped to establish formal mechanisms for health authorities' ongoing participation in planning processes; helped to organize knowledge exchange and networking events across sectors; set up strategic meetings between local government stakeholders and the health authorities; and facilitated opportunities for the health authorities to make presentations to key committees and decision-makers. All collaborators provided input into draft reports, "health and built environment" briefs and other stakeholder outreach materials produced by the health authorities.
SETTING
The three health authorities altogether serve a population of 3.4 million (BC total=4.6 million), residing in urban, suburban and rural settings across south-western BC. 
INTERVENTION

Public health intervention
The The Heart and Stroke Foundation, acting as the lead agency and administrator for the Healthy Canada by Design CLASP Initiative, sought a Planning Consultant (hereinafter, "consultant") with several years of local municipal planning experience. The selected consultant was a professional and registered Community and Regional Planner with 10 years of experience working in local governments on policy and development planning in BC. She had also demonstrated understanding of the land use policies and programs that BC local governments can adopt to promote healthy living. 24 The consultant reported to the Project Manager for the Healthy Canada by Design CLASP Initiative and worked with the health authorities from January 2010 until January 2012. She worked a total of 1,500 hours and devoted about 85% to 90% of this time assisting the three health authorities in reaching out to potential project collaborators; developing work plans to guide their participation in the project; and facilitating implementation of the work plans. Each health authority received just under one third of a full-time equivalent in support. The remaining 10% to eS42 CANADIAN JOURNAL OF PUBLIC HEALTH • VOL. 106, NO. 1 (SUPPLEMENT 1) 15% of time was devoted to overall project administration, facilitating knowledge exchange among the three health authorities and reporting to external stakeholders such as project funders.
The consultant's work was carried out through phone and e-mail communication, in-person work sessions, and meetings with each health authority and with local planning and community stakeholders. The consultant divided her time equally across the three health authorities and worked with them concurrently, in order to increase the potential for diffusion of ideas and promising practices across health authorities.
For each health authority there were several specific actions:
1) Conducting a situational assessment (two months)
• The consultant: i.
Met with lead staff for each of the health authorities to assess their baseline capacity, knowledge and tools for built environment work; ii. Gathered the health authorities' preliminary ideas for built environment projects to pursue with local governments and relationships to build with community planning stakeholders through this initiative; and iii. Informally contacted planners in local governments to identify potential opportunities for productive involvement of the health sector in forthcoming planning processes.
2) Developing a "capacity-building" work plan for each health authority (one month) •
Using the information gathered through the situational assessment and working in close collaboration with the Project Manager, the project teams and the consultant drafted a nine-month work plan for each health authority.
•
The work plans were designed to i.
Increase the capacity of health authorities to productively participate in land use and transportation planning processes, particularly through increased content and process expertise; ii. Create new and sustained relationships or collaboration mechanisms with other health authorities, with local governments and with other built environment stakeholders; and iii. Show evidence of health authority's influence in land use and transportation plans and policies. • For each capacity-building project selected by the health authorities, the work plans contained the following sections: 1) brief description of the project and objectives; 2) tasks/activities; 3) outputs; 4) description of how this project would increase the capacity of the health authority to work on built environment issues; 5) human resources, and roles of the planning consultant and health authority staff; and 6) timelines and milestones.
• The three health authorities met for one day to exchange their draft work plans and refine them according to mutual feedback.
• Upon completion of the first set of work plans, additional project funding was secured, and the planning consultant and project participants developed another set of work plans for the second year of the initiative.
3) Implementation of the work plans
Depending on the specific needs, opportunities and context of each health authority, the planning consultant worked with the project participants on a variety of outputs and tasks:
• Development of resources, such as "healthy built environment" briefs and template PowerPoint presentations, to assist health authority staff in participating in land use and transportation planning processes.
• Production of reports, such as a case study of how a local neighbourhood association engaged with the health authority to address a land use concern.
• Facilitating cross-sector knowledge exchange by, among other means, bringing together planners, researchers and health professionals to hear about the latest evidence linking health and the built environment and identify collaboration opportunities at the local level.
• Reviewing and commenting on draft land use policy documents, such as official community plans and regional growth strategies.
Evaluation
The evaluation for this project was integrated into the overall evaluation for the Healthy Canada by Design CLASP Initiative. A PhD-level research and evaluation firm supported the health authorities in developing an evaluation framework outlining the intended outputs and outcomes of their project; preparing an evaluation plan and tools; and evaluating projects at specified intervals and upon completion.
In this paper, we report on evaluation data generated by two online surveys administered to project participants in December 2010 and November 2011; for BC, n=6 and response rate=60%, with respondents from all three health authorities, for both years. These surveys included both Likert scales and openended questions. We also include data collected through end-ofproject interviews conducted by the National Collaborating Centre for Healthy Public Policy (NCCHPP) in 2012 (n=5 project participants from three health authorities). 7 Evaluation data collected from the project collaborators 19 months and 27 months into the project are also provided. These data were generated through a) an anonymous online survey administered to the project collaborators in May 2011 (n=6 collaborators of Fraser Health and Vancouver Coastal Health Authority, response rate=60%); b) an anonymous online survey administered to the project collaborators in January 2012 (n=5 collaborators of Fraser Health Authority and Vancouver Island Health Authority, response rate=31%); and c) a nonanonymous focus group held with health authority staff participants and planning staff collaborators on October 17, 2011, to reflect on their partnership to date (n=2 planning staff, who were collaborators of Vancouver Coastal Health, participation rate=50% of four invited to the focus group).
OUTCOMES
A total of 11 health authority staff from three health authorities worked with the consultant to develop and deliver three capacity-building work plans. Nine of the 11 participants from three health authorities were involved throughout the entire duration of the project. In an anonymous, online survey
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administered to project participants in November 2011 (n=6 and response rate=60%), two respondents reported devoting between 41% and 79% of their time in a typical month to this project, and four respondents reported devoting less than 40% of their time to the project in a typical month. Tables 1-4 list the main outputs that were generated through this project.
Intended outcome one: Increased capacity of health authorities to productively participate in land use and transportation planning processes
The annual surveys completed by project participants in 2010 and 2011 suggest that the project increased the capacity of some of the project participants to engage in community planning processes, in part by enhancing their content and process expertise. 
Description of activities and products
Healthy built environment information briefs
• Researched, wrote and produced a series of briefs designed to inform municipal planning policy, and to highlight issues of mutual health and municipal importance. • Topics were healthy housing; complete, compact and connected communities; equitable access and opportunity; healthy eating and food security; transportation; and environmental hazards. Each brief outlines health relevance, supporting evidence, and recommendations for built environment policies and practices.
• Engaged municipal partners and various health authority staff in framing, reviewing and producing the briefs.
Workshop for health authority staff
• Designed and implemented a day-long, built environment workshop for environmental health officers and community health promotion staff (n=31).
• Two local planners gave presentations on their current work and policy directions.
• The Medical Health Officer participating in this project presented key "health and built environment" principles and evidence.
• Workshop participants analyzed a sample municipal plan and discussed a) whether it contributed, or not, to a healthier built environment, b) some of the barriers and competing interests that could arise in developing a land use plan and c) strategies that health officials could use to provide feedback to a proposed plan and offer support to planners. • Project participants from this health authority also presented parallel and complementary projects through which the health authority is engaging local municipalities.
Participating in planning processes and building relationships with planners
• Reviewed and commented on the City of Surrey's draft Official Community Plan, the District of Mission draft Official Community Plan, and a draft Neighbourhood Plan for the City of Surrey.
• The purpose of this exercise was to develop relationships with municipal planning staff, learn more about how to be effectively involved, and help strengthen the health promotion potential of the plans under development.
• Organized a "lunch and learn" event for health authority staff and City of Surrey planning staff to foster networking, knowledge exchange and sharing of one another's experience, perspectives and priorities with respect to the built environment.
Official Community Plan (OCP) Workbook
• Based on info sheets (above), proposed elements included template PowerPoint presentations and other resources, and an algorithm to help staff at the health authority and at the local government's planning department find the appropriate contacts in each other's organizations. • Received input from local, regional and provincial governments in the development of the workbook. 
Description of activities and products
Participating in a regional planning process • Reviewed and commented on the Capital Regional District's draft Regional Sustainability Strategy.
Putting health into health facilities planning
• Consulted with non-profit community organizations, health authority staff from various departments, municipal planners, and design professionals from private consulting firms to produce a report that explored questions such as: How do health facilities fit into a "healthy built environment" framework? How can health facilities contribute to the health of various "user groups" -patients, staff, visitors, neighbourhood residents? and How can they be planned to contribute to active transportation choices and other key elements of a healthier built environment? • Researched examples of health care facilities' master plans that aligned with healthy built environment principles and practices.
• Reviewed a local example in Victoria, BC, namely a new patient care centre and long-term master plan for a health care facility campus.
Air quality -working group and forum
• Led the revival of the Capital Regional District Air Quality Working Group and expanded its mandate to include links with sustainability planning and health.
• Explored opportunities for the Air Quality Working Group to collaborate more closely with local government partners and health professionals within a land use framework.
• Co-hosted a learning forum about regional air quality issues and local action. The Forum was attended by federal, provincial, regional, local, academic and non-profit organization representatives.
Learning from the James Bay Neighbourhood Association
• Partnered with the James Bay Neighbourhood Association (Victoria, BC) to document and share the processes, successes and challenges of this community group in identifying local health issues associated with land use and in mobilizing resources to try addressing those impacts.
• The main purpose of this report was to inform the health authority on how it can best work with neighbourhood associations to address community health concerns.
planners who participated in a focus group to help evaluate the project (n=2, response rate=50%) were as follows:
• 
Description of activities and products
Participating in municipal planning processes (urban communities)
• Participated extensively in the District of North Vancouver Official Community Plan review, the City of North Vancouver Official Community Plan review and the City of Richmond Official Community Plan review.
• This involved reviewing and commenting on draft plans, making presentations to stakeholders (Mayor, council, residents and local community agencies) and preparing printed materials, such as issue papers and posters, for public consultations.
• For the District of North Vancouver and the City of North Vancouver, this also involved writing and signing a Memorandum of Understanding between the local governments (planning departments) and the health authority to set parameters for collaboration and to define each entity's roles.
• Participated in the review of municipal development guidelines and a municipal transportation plan.
Participating in municipal planning processes (rural communities)
• Compiled community health profiles relevant to community planning for the Sunshine Coast Region and its municipalities, then conducted a focus group with planners and community organization representatives to obtain their feedback.
• Reviewed and commented on the draft Sunshine Coast Regional Sustainability Strategy, the draft Roberts Creek Official Community Plan, the draft Powell River Electoral Area Official Community Plan and the draft Official Community Plan for the Resort Municipality of Whistler.
• Developed a digital binder of resources to support health authority staff's involvement in rural planning processes in rural and small communities. 
Description of activities and products
Metro Vancouver Healthy Community Design Collaborative
• Partnered with the regional government, the local transportation authority and university researchers to convene planners, health professionals and researchers for knowledge exchange and identification of collaboration opportunities. These partnerships built on discussions and input during the Regional Growth Strategy process in which the two health authorities participated.
• Planned and implemented two regional workshops with over 100 participants each, including planners and health professionals from throughout the region.
Metro Vancouver -regional planning • The two health authorities met several times with regional planners and made a presentation to the Regional Planning Advisory Committee (formerly Technical Advisory Committee), comprising planning directors or chief administrative officers from Metro Vancouver's 21 municipalities and two local entities. 
CONCLUSIONS
The project described in this paper was novel. It provided health authorities with a professional planner as consultant to help them influence land use and transportation planning decisions. Traditionally, health authorities' involvement in planning processes in BC had been largely limited to water, sewer and air quality issues. This project brought together health professionals and community planners to boost the health authorities' capacity to help shape land use and transportation plans, and align them with health-promotion objectives.
The evaluation data reported in this paper suggest that the project increased the built environment expertise of the health authorities involved. Tables 1-4 list the many resources and outputs that were generated by the consultant with the health authorities. Following the CLASP project, the BC Provincial Health Services Authority used some of these resources to inform the development of the Healthy Built Environment Linkages Toolkit, 27 which provides common healthy built environment principles for all BC health authorities. On the basis of this and the survey data summarized in the Outcomes section, we speculate that the project might have helped to accelerate the rate at which regional health authorities across BC are working collaboratively to develop more consistent messages and approaches to built environment work.
The NCCHPP evaluation interviews indicated that some of the project participants gained new insights as to how human resources within health authorities could be reallocated to support engagement in land use and transportation planning. Two years after the project's completion, beyond the time frame of the project's evaluation reported in this paper, one can see evidence of changes to the health authorities' structures to facilitate engagement in planning processes. For example, some health authorities added built environment topic areas to the job descriptions of community health staff and environmental health officers; two health authorities went as far as creating a new team of environmental health officers (3.5 and 2.5 full-time equivalent employees per health authority) who are dedicated to working with local governments and other stakeholders on the built environment and related policies. While these structural changes cannot be solely attributed to the Healthy Canada by Design CLASP project, health authority representatives who are co-authoring this paper concur that this project helped to inform these changes.
This project also laid a foundation for cross-sector and crossorganizational partnerships. An international review of the literature has found that these kinds of alliances, at the local and national levels, are an important facilitator affecting the integration of health considerations into land use decisions. 28 Similar observations were brought forward anecdotally in Colorado (US). Here, based on their experience working on land use planning issues, health professionals recommended that the first step by which environmental health officers can influence the built environment is to build relationships with planners and municipal decision-makers. 29 Nationally, the Healthy Canada by Design CLASP project fostered networking, knowledge exchange and collaboration between BC health authorities and peer agencies in other provinces. Locally, in BC, this initiative gave public health professionals an opportunity to start learning how to work with colleagues in the land use and transportation planning sector on issues that go beyond sewer, air quality and water.
By the end of the project in 2012, there was emerging evidence of health sector influence in land use and transportation planning policies and documents. Between October 2012 and spring 2014, several additional planning policy documents included a strong health presence. Some examples of these include the City of Richmond Official Community Plan, adopted in November 2012; 30 the latest draft of the City of Surrey Official Community Plan (currently under review); 31 the draft City of Chilliwack draft Official Community Plan (currently under review); 32 and the draft Capital Regional District Sustainability Strategy (currently under development). 33 The next challenge for the health sector in BC will be to ensure that these high-level planning documents are actually implemented, which is likely to take several decades.
Lessons learned
Some of the key insights gained through this project include the following: 1) Time to deliver outcomes. The process of change required to fully and productively integrate a new and complex area of work, such as the built environment, into the health authorities' modus operandi takes time and a broader vision for health. Moreover, most community planning processes extend over several months, if not years, and can be further delayed by political or other factors outside the control of the health sector. This made it very difficult to deliver policy outcomes within the project's timelines. Future interventions of this kind should consider extending implementation timelines. 2) Need for defined roles and a clear understanding of health's specific role and potential contribution to the planning process. The cross-sectoral and pioneering nature of integrating health stakeholders and evidence into land use and transportation planning added an additional level of challenge to this project. It took almost the full two years of project implementation for participants to start having a sense of "who should do what and when". However, answers to this role definition exercise could only be established through an experiential process of sending a small team of early adopter staff into the field. This "learn by doing" approach was challenging but gave the health authorities important insights as to how they can most effectively influence built environment decisions. These included gaining more clarity on the roles that various health authority staff can play in influencing built environment decisions, human resource requirements, evidence gaps and the challenges of translating the available evidence on health and the built environment into policy and practice recommendations for a diversity of contexts across the urban, suburban and rural spectrum. 3) Erratic support for this area of work by upper management. One health authority struggled to be fully involved in this project because of lack of support for population health projects, such as this one, by top executives who were prioritizing acute care initiatives. 4) Time required to foster broad buy-in for this novel area of work within the health authorities. For all health authorities, it took several years to cultivate buy-in and in-house capacity for this work among other departments and staff. Given the early stage of the built environment portfolio within health authorities and the relatively small number of staff with advanced expertise in the field at this juncture, the capacity of these organizations to effectively engage in land use and transportation planning is particularly vulnerable to staffing transitions.
Limitations of the project's evaluation reported in this paper
Participation rates in the annual self-assessment surveys were somewhat low (60%). This is most likely because almost 50% of project participants were medical health officers, who have very heavy workloads. Nonetheless, those who participated in the surveys contributed thorough, detailed answers to the surveys' open-ended questions, which provided a valuable glimpse into the impacts of the Healthy Canada by Design CLASP project in BC.
Representatives from all three regional health authorities completed the online evaluation surveys and participated in evaluation interviews conducted by the National Collaborating Centre for Healthy Public Policy. However, what is presented in this paper may not be generalizable given the small number of project participants.
Another limitation was the absence of detailed logs of participants' hours on this project ("in-person work"). We were also limited by the low response rate of project collaborators in the online evaluation surveys. For the most part, collaborators were planning staff in local governments served by the health authorities that participated in this project. While we had no problems engaging local government planners in meetings or dialogues focused on planning policy development directly relevant to their communities and day-to-day job descriptions, we found it very difficult to have them make time for the evaluation survey. Moreover, one of the health authorities held a two-hour evaluation focus group with key collaborators in October 2011, which might have used up the planners' maximum capacity or willingness to take part in further evaluation activities, such as the online survey. Future evaluation efforts for similar types of projects should focus on understanding how the project and role of the health authorities in planning processes could be improved from the perspective of planners in local governments or other key collaborators, such as health NGOs.
Overall, this project benefitted greatly from being part of a Pan-Canadian initiative. In the words of one project participant:
The to local governments, affiliation with acute care or provincial health budget allocations, is facilitating or impeding the effective involvement of health authorities in land use and transportation planning. The resulting information would help in understanding how the structure of public health in BC could be improved to further support the integration of health evidence into built environment decisions and, ultimately, to promote healthy lifestyles and reduce the risk of chronic disease.
